Introduction
To decide whether a person is able to work or not requires exploration of the person's health and capacity status on the one hand, and exploration of the work characteristics on the other hand. Work ability has been operationalized as a subjective concept [1] in work psychology research. However, in clinical practice, the decision on work ability is a physician-rated socio-medical judgment [2] . In sociomedical work ability assessment first the workplace characteristics and work demands have to be explored. Then ''work ability'' must be judged, i.e. whether the patient's health and capacity status allows fulfilling the work demands.
Frequent and long-term sick leave and work disability is especially associated with mental disorders [2] . There has been a broad research on the relationship between workplace and mental health problems [3] [4] [5] [6] . Mental health problems are chronic by their nature [7] and lead to participation problems in different domains of life, especially at work. Thereby work-anxiety plays a central role, as it is specifically related with long-term sick-leave and means a risk factor for return to work [8, 9] .
Work-anxiety can occur as a comorbid disorder and thus a complication in general mental disorders, but also as a stand-alone disorder [8, 10] . Work-anxiety is associated with a rather negative perception of the workplace [11] . As anxiety is stimulus-bound and can be learned or be provoked (e.g. work-related posttraumatic stress reactions) [12] , there are several potentially anxiety-provoking characteristics at work which must be considered when exploring workplace characteristics and demands [13, 14] :
1. Working people are often together at their workplace with colleagues in groups. They see each other daily on narrow space, e.g. in offices, and pass a great part of their day time together. Thus it is normal that social conflicts may arise the more one is exposed to colleagues. There is often no possibility to avoid these conflicts. ''Pack behavior and pecking order'', i.e. the natural fight for one's own social rank in a group, competitions behavior between group members [15] , as well as the inborn signals of social endangerment like gaze and body language [16] can have an anxietyprovoking effect. 2. Also, interactions with supervisors may be viewed as potentially anxiety-provoking. This is due to the supervisor's hierarchical position with controlling and sanctioning functions [17] . Regular communication across hierarchy levels and good transparency are suggested and may avoid unnecessary anxiety induction. 3. For supervisors, even coworkers offer anxiety-provoking potential, as they can sabotage the supervisor's plans, show counterproductive work behavior [18] , arise to become competition, engage in a rulebook slowdown, or appear aggressive towards the supervisor. 4. Different demands for achievement or supervisors controlling of achievements can be perceived as threatening. Having experienced or even imagining failing in work tasks is an unconditional anxietyprovoking stimulus. It may be that work duties exceed the persons' capacities, or that the work amount is enduringly too high. High requirements at work are especially perceived as stressful when they come along with low possibilities for control and low social support [19] . In case of enduring experience of bad success, anxiety of failing can grow. 5. Beside conflicts with colleagues, there may be also endangerment by third parties, like verbal or physical assaults by patients, students, clients, or raids. Professionals like fire fighters, police men, psychiatry nurses or bank employees are especially exposed to dangerous thirds [e.g. 20]. 6. Beside social threats, there are accidents or other endangerments by the work environment, e.g. allergenes or chemical substances [21, 22] . On the one hand these may really contribute to health problems or on the other hand they may trigger anxiety concerning health endangerment.
7. Experiencing low control and insecurity is also an unconditional anxiety-provoking stimulus. At the workplace there may be low scope of action, or low job control [23] and lacks of transparency which restrict control perception and may provoke anxiety. Examples are the uncertainty of who will be the next for transfer or downsizing, or the introduction of new technologies [24] , or even wide-reaching changes like company closure or merger [25] . Moreover, daily minor hassles of uncertainty like poor reliability of work equipment, or lack of information, or sudden change of work duties can provoke worries and tension. Also subjectively perceived workplace insecurity may be a source of threat and stress.
For the purpose of a work ability judgment, patients must be asked for a description of their workplace characteristics and work demands. In patients with work-anxieties it is not always easy to explore the work characteristics objectively, as all perceptions of job demands may be rather negative [11] .
However, for the socio-medical judgment of work ability a preferably objective description of the workplace situation and work demands is needed. In clinical practice it is mostly not possible to observe the workplace situation of the patients in order to get more complete information. Working conditions must be explored from the patient's view, and physicians need to know whether descriptions of job characteristics may be confounded with work-anxiety and low perceived work ability.
Aims and Questions of Research
This study is the first to explore the relations between patient-reported workplace characteristics, patients' workanxiety, and patient's perceived and physician rated work ability.
1. The first question is whether two different measures for workplace characteristics-one focusing on general work psychological constructs (KFZA, Short Questionnaire for Job Analysis) [26] , the other one focusing on more granular aspects of the work environment (JATS, Job-Anxiety-Trigger-Scale) [13] -describe different aspects of work perception. 2. The second question is whether workplace characteristics reported by the patients (KFZA, JATS) are related with patients' subjective work ability perception and work-anxiety. 3. The third question is whether and how patientperceived work characteristics (KFZA, JATS) are related with the physician-rated socio-medical work ability prognosis and with the past sick leave duration.
Method Procedure and Participants
Consecutive patients with mixed somatic and mental health problems in a 3-week neurological inpatient rehabilitation were investigated in a structured diagnostic interview on mental disorders (MINI) [27] and work-anxiety (WorkAnxiety-Interview) [10] in the beginning of their rehabilitation stay. Only patients in working age were approached, the interview was embedded into clinical routine. Patients with severe somatic illness for whom ''return to work'' was not indicated as a topic for rehabilitation were not approached. After the interview, the patients were asked to fill in a questionnaire on their workplace situation and work perception. Two work description questionnaires were used: The Short Questionnaire for Job Analysis (KFZA) [26] contains mixed items reflecting descriptive or also subjective work perceptions. The Job-Anxiety-Trigger-Scale (JATS, Table 1) [13] contains rather descriptive items, in terms of degree of exposure towards different workplace characteristics which may be anxiety-triggers.
166 patients were approached in the initial diagnostic interview. Complete questionnaire data could be assessed from 125 patients, the return rate of the self-rating questionnaires was 75.3 %. Comparing those patients who participated only in the interview (n = 41) and those who also filled in the questionnaire (n = 125), there were no differences concerning sick leave duration and basic work characteristics, but the group of patients who did not fill in the questionnaire had significantly more often applied for disability pension (34 vs. 4.8 %, p \ .05), and were more often unemployed (32 vs. 16 %, p \ .05) than the patients who completed the questionnaire.
The 125 patients with full data were on average 50.67 (SD = 9.04) years of age, 52.4 % were women. 81 % had an apprenticeship completion certificate, 13.5 % had a university diploma, 2.4 % a master craftsman qualification, 0.8 % were in professional education, and 2.4 % had no professional certificate. 84.1 % had an identifiable workplace. In the present or last work situation, 33.3 % were employed blue-collar workers, 4 % unskilled workers, 39.7 % whitecollar employees without leading position, 16.8 % whitecollar employees with leading positions, 6.6 % were selfemployed. The patients came from all professional fields, i.e. 34.1 % from manufacturing and production, 15.1 % office workers with regular client contacts, 10.3 % office workers without client contacts, 12.7 % education and teachers, 8.7 % health care with patients, 4.8 % security and delivery services, 7.1 % salespersons in supermarket or retail, and the self-employed worked in different fields. 4.8 % had applied for disability pension due to any chronic health problem. Concerning mental health, 29.4 % were diagnosed with one or more present or past mental disorders, and 23 % were presently affected by a mental disorder (most often by depressive episode (n = 12) and generalized anxiety disorder (n = 11), adjustment disorder (n = 11) and workplace phobia (n = 7)). This rate is comparable to that of mental disorders in the general population [28] .
Instruments

Short Questionnaire for Job Analysis KFZA
The Short Questionnaire for Job Analysis (KFZA) [26] is a self-rating inventory on workplace conditions. The KFZA contains items from different established work analysis questionnaires. It covers 26 items over eleven dimensions: perceived job control (i.e. scope of action at work, 3 items), job variety (i.e. broadness of work tasks, 3 items), holism of the job (2 items), perceived social support from colleagues and supervisors (3 items), (need for) cooperation with colleagues and superiors (3 items), perceived qualitative overload (2 items) and quantitative overload (2 items), interruptions (2 items), unpleasant physical working conditions (2 items), information and participation (2 items), and possibilities for benefits and personal development (2 items). Each item is rated on a scale from 1 = do not agree at all to 5 = agree completely.
Job-Anxiety-Trigger-Scale JATS The Job Anxiety Trigger Scale (JATS) [13] is a self-rating questionnaire containing 47 items on seven dimensions, i.e. degree of exposure towards colleagues (7 items), degree of exposure towards supervisors (4 items), potential threat by coworkers (6 items), demands for achievement and controlling by supervisors (9 items), exposure to and threats by thirds at work (4 items), exposure to dangerous situations (8 items), responsibility and uncontrollable changes (9 items). Cronbach's alphas of the subscales are between .716 and .785. Items are rated on a five-step Likert scale from 0 = not true at all to 4 = completely true. Examples of the items of each subscale are presented in Table 1 .
Work Ability Index: Subjective Mental Work Ability
Beside their workplace perception, patients were asked for a self-rating of their subjectively perceived mental work ability (for their present or if presently unemployed for their last workplace) according to the Work Ability Index (WAI) [1] on a scale from 0 = completely unable for work to 10 = best work ability.
Physician-Rated Work Ability
Independent physicians' socio-medical judgments on work ability and impairment were obtained for each patient. This contained quantitative work ability prognosis (able to work under 3 h a day, 4-6 h a day, or more than 6 h) and a statement whether the patient had an impairment in work ability due to mental disorders (mental work ability impairment is present or not). Additionally, suggestions for workplace adjustment (necessary or not) and stepwise reintegration means (necessary or not) were taken from the medical report.
Workplace Phobia Scale: Work-Anxiety
The degree of global work anxiety was measured with the Workplace Phobia Scale (WPS) [8] a short rating with 13 items which ask for work-related panic-like anxiety with physiological arousal and anxious cognitions (first factor), and work-related avoidance behavior (second factor). The Workplace Phobia Scale has been validated with a DSMbased structured diagnostic interview on work-related anxieties [8] . Cronbach's alpha in this present study was .913.
Sick Leave Duration
Sick leave duration before assessment was asked from the patients: we asked for the cumulated duration of sick leave in the past 12 months in weeks, and for the present sick leave duration directly before the assessment.
Statistical Analysis
In a first step, Spearman correlations between the different dimensions of the two work description instruments are calculated in order to investigate whether that the KFZA and the JATS described different and thus complementary aspects of the work situation.
In a second step, patient-reported workplace characteristics (KFZA, JATS) were set into relation with the different measures of the socio-medical work ability judgment, and with the work-anxiety degree (WPS) and subjective mental work ability (WAI). Thereby partial correlations were calculated in order to clarify in which way subjective workplace characteristic reports (KFZA, JATS) were confounded with work-anxiety (WPS).
Results
Relationship Between Differently Assessed Workplace Characteristics (KFZA, JATS) Table 2 shows the correlations between the dimensions of the Short Questionnaire for Job Analysis (KFZA) and the Job Anxiety Trigger Scale (JATS). Both instruments described only partly overlapping aspects of work. There 
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In this work I am a great part of the time exposed to chemicals, rays, electricity, munition, or other physical dangers were moderate significant correlations between KFZA ''qualitative'' and ''quantitative stressors'' and ''situational constraints'' on the one hand and most of the JATS dimensions on the other hand (r = .295-.503). This shows that different aspects of the working environment-colleagues, supervisors, coworkers, achievement demands, thirds, and responsibility and uncontrollable aspects of work as described with the JATS-may be associated with perceived stress or constraints when feeling strongly exposed to them. Other dimensions of the KFZA (job variety, holistic job, information and participation, benefits and development possibilities, cooperation) however were not strongly related with most of the JATS dimensions. This shows that the two scales (KFZA and JATS) reflect different aspects of work and give complemental rather than redundant information. The highest amount of job demands according to the JATS were reported for the dimension of responsibility and uncontrollable changes (23 % of the participants agreed strongly), whereas exposure to threats by coworkers for whom one is responsible was a less frequent job demand (0.8 % agreed strongly).
Relationships Between Workplace Perception, Work Ability, and Work Anxiety Table 3 shows the correlations between workplace characteristics (KFZA, JATS) on the one hand and sick leave duration, physicians' work ability judgment and the patients' self-reported work-anxiety degree and mental work ability on the other hand.
Work-anxiety and work ability perception were both to a similar degree correlated with several KFZA work characteristics (job control, social support, qualitative and quantitative stressors, situational constraints, information and participation). Concerning the JATS, work-anxiety and work ability were only correlated with degree of social exposure (colleagues and supervisors) and controlling and achievement demands, but not with environmental threats, or coworkers, or third parties, or responsibility and uncontrollable changes.
As work-anxiety is known to be associated with a rather negative view of the workplace [11] , and may influence the relation between subjective work ability and work perception, additional partial correlations have been calculated controlling for work-anxiety. As a result, the strength of correlations between workplace characteristics and subjective work ability perception decreased.
''Objective'' socio-medical markers, i.e. sick leave duration and physicians' judgments of work ability and impairment, were correlated significantly and consistently with few KFZA work characteristics, i.e. low social support, quantitative stressors and situational constraints. They were rather independent from work characteristics as described with the JATS.
Discussion
This study is the first to examine the relationship between patient-reported workplace characteristics on the one hand and work ability measures and work-anxiety on the other hand. Understanding this relationship is important for the physicians' judgment on work ability, as mostly workplace characteristics must be explored from the patient.
Firstly, it has been shown that the two work description instruments (KFZA, JATS) describe different aspects of work, and that they are to a different degree related with work-anxiety and subjective work ability. Most KFZA dimensions are correlated with work-anxiety, but only few dimensions of the JATS are correlated with work-anxiety. This leads to the assumption that the KFZA reflects more subjective feeling at work (e.g. over-taxation), which may be associated with work-anxiety, whereas the JATS reflects more descriptive work characteristics (degree of exposition with certain persons or demands), which can be reported independent from work-anxiety. The contents of the two instruments are different. These contents may be asked complementarily in workplace exploration. In order to explore workplace characteristics rather objectively, it must be suggested to ask for descriptive work characteristics (rather than subjective aspects like what the person thinks about his/her work conditions or how s/he feels with them).
Secondly, patients with higher work-anxiety or low perceived work ability see their workplace in a systematically more problematic light. This is similar to findings from working people compared with psychosomatic patients with and without work-anxiety diagnosis [11] . However, when controlled for work-anxiety, subjective work ability remained significantly related only with social workplace characteristics and with work achievement demands, but appeared rather independent from situational constraints, task characteristics, or responsibilities and changes at work. Thus, in the exploration and judgment of work ability it must be considered that work-anxiety may bias the subjective workplace and work ability perception into a negative direction.
Thirdly, the relative independence of socio-medical markers (physicians' judgment, sick leave duration) from work characteristics may on the one hand be due to methodology: The usage of different and independent sources (patients' perception, physician judgment, sick leave duration) may produce lower correlations than data from single source investigations, avoiding problems of common method variance [29] . On the other hand it shows that work ability is a question of person-job-fit [30] which must be judged and handled in each individual case. In clinical practice, it must be cleared in each single case whether the patient's report reflects the work situation objectively-descriptively, or whether the patient's report is influenced by work-anxiety. Furthermore, although mental health is an important component in work ability judgment [31] , the physicians' work ability decision is based on a conglomerate of health indicators, including a wide variety of somatic aspects which could not be controlled for in this study.
Limitations and Future Research Implications
Generalizability of the results may be limited as we only investigated somatic patients in this present study. It is also an open question whether patients with higher work-anxiety have more difficult workplaces than others. There are hints that persons with mental disorders are more likely than healthy persons to work in jobs which do not match their abilities or work in low-skilled jobs [5] . Studies are needed which investigate the persons' workplaces and work demands with independent observers. Future research needs to evaluate courses of work perception in relation to work ability and work-anxiety (longitudinal research with follow-up). It has been found empirically that long-term-sickness is associated with perceived problematic psychosocial working conditions [32] . Beside symptom reduction and work-coping, a cognitive reframing of negative work perception may also be a topic in intervention studies aiming at return-to-work.
Conclusion
In work ability assessment, the patients' description of workplace characteristics and their perceived estimates of work ability may be influenced by work-anxiety. While self-report information about the workplace is a useful tool for clinicians, other sources of information about the workplace may be necessary in order to make an accurate estimate of work ability and the need for initiating early (cognitive-behavioral [33] and work-directed [34] ) treatment to prevent long-term sick leave.
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